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F 441 | 483.65 INFECTION CONTROL, PREVENT F 4441 ) '
_8=E | SPREAD, LINENS _ The Plan of Correction is submitted

as required under State-and Federal

The facillty must establish and maintain an Law. The facility’s submission of

infection Contral Program designiad to provide a

safe, sanitary and comfortable environment and the Plan of Correction does not

o hg[p prevent the development and transmission constitute an admission on the part of

of disease and infection. the facility that the findings cited are

(a) Infection Cantrol Program accuratic, that the findings constitute

The facllity must establish an Infection Contral a deficiency, or that the scope and

Program under which it - severity determination is correct, -~ _

(1) Investigates, controls, and prevents infections - -
in the facility; o PR
(2) Decides what procedures, such as Isolation, F441

should be applied to an individual resident; and i 4/20/ _16
{3) Maintains a record of Incldents and comractive '

actions related fo infactions.

It is the policy and proceduré of
AdamsPlace to maintain an effective
Infection Contro] Program to help

(b) Preventing Spread of Infection prevent the development and
(1) When the Infection Control Program transmission of disease and .
determines that a resident needs isolation to infection. The Director of

prevent the spread of infection, the facility must

isolate the resident. Environmental Services immediately

(2) The facility must prohibit employees with a changed our current practice to * ¢
communicable disease or infected skin lesions include smaller biohazard containers
from direct contact with residents or thelr food, if lined with red bags as recommended

direct contact will fransmit the disease.,

{3) The facility must require staff to wash their by the surveyof. The other

hands after each direct resident contact for which biohazard chaﬁons in the facility
hand washing is indicated by accepted * | were all reviewed to ensure proper
professional practice. compliance. Partners were In-

serviced 4/13/16 by The Director of

{c) Linens Envi al Servi
Personnel must handle, store, process and nvironmental Services on proper
fransport linens so as to prevent the spread of ‘"bichazard procedures. The Director
infection. of Environmental Services and/or
designee will monitor as necessary
for compliance. )

LABORATORY DIRECTORS ORZS%MER’REPRESENTATNES SIGNATURI N TITLE _ {X8)DATE
. v . * ey o
L2 : me:ﬁw br, 5-7 ffh

Any deficlency Stﬂ:ﬁ:gtndlng with afd astertsk (*) denotes a daficlency which the insfitution may e excused from correcting providing it Is detenmined that

other safeguards prpvideysufficiant prataction to the patlents. (See instructions.) Except for nirsing homes, the findings stated above are disclosable S0 days
following the date of syrvay whether or not a plan of carrection Is provided. For nursing hemes, the above findings and plans of correction are disclosable 14
days fllowing the these documenis are made avalizbla to the fadlity. If deficlendles are cited, an approved plan of correction is requisie to continued

program participation.
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This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the facility
failed to store bichazard waste in a sanitary
manner for one of twa biohazard rooms
observed.

The findings included:

Obssarvation of wound care with the Wound Care
Nurse on 4/13/16 at 8:27 AM, revealed the
Wound Care Nurse completed a dressing change
and placed vislbly soiled ftems in a red biohazard
bag. Continued observafion revealed the Wound
Nurse took the bag containing the hiohazard
items to a room labeled soiled utility, and then
ptaced the biohazard items in a large whesled
ptastic container. Further observation of the
container revealed there was no red biohazard
bag in the container; and there was a visibly
soiled towel on the bottom of the container,
multiple loose gloves, and a broke plastic fork.

interview with the Wound Care Nurse on 4/13/16
at 8:39 AM, confirmed the facility failed to follow
infection control practice by not disposing of tha
bichazard items in an approved manner,
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